S ome physicians feel quite, at home in palliative medicine and quite but, of place in palliative care. That malaise, and our enduring need for two expressions to cover the many things we try to do for dying people, is a nod of recognition to the great difficulty we have all experienced in forging concepts and shaping behaviors that correspond, and respond, to the humanity of brain and mind, of biology and biography.
We also now live in a high age of medical science and technology. The prevailing, and largely unexamined, notion of clinical science has exerted its own powerful influence on the image physicians have of themselves and of their role in the face of human sickness and suffering. The hospice and palliative movement arose as a challenge to separations of "cure'.' from "care", of "patient" from "family", and of "clinical objectivity" from "human compassion". These separations are not only conceptual. They condition modes of professional response to sick, suffering, and dying people. How can dying and suffering people escape the feeling of being treated in a dehumanized way, when these modes of professional response express a factual, if not intended, separation of the patient's body from the patient's personal history and biography?
True, the palliative and hospice movement promotes the notion and reality of interdisciplinary collaboration in the care and treatment of the dying. We have not advanc~d 'very far, however, if that collaboration rests on a simplistic fragmentation of tasks characterized in a phrase such as: "You psychologists, art ,therapists;and pastors take care of the emotional, social, and spiritual problems; I,. the physician, will manage the patient's pain and symptoms." A new notion of clinical science is emerging to challenge this naive separation of a patient's body from a patient's biography; to challenge also the naive image of the physician as the fixer of cells, nerves, and organs.
LISTENING TO THE PATIENT'S BODY
Our lives as human beings are incarnated,' "bodified", Diagnosis, or knowing the patient through signs, begins with the 'signs of the body. About 16 years ago, Richard Selzer, in his notes on the art of surgery, described the visiting physician of the Dalai Lama, Yeshi Dhonden, poised over a sick woman in a North American hospital, the whole power of the man concentrated in his fingers cradling the patient's hand in his own. It was as though he and she had entered a special place of isolation, of apartness, about which a vacancy hovered, and across which no violation was possible. The hands of that physician and the sick woman's hand were joined in an exclusive,: intimate correspondence, his fingertips receiving the voice of her sick body through the rhythm and throb she offered at her wrist (1) .
We see a physician depicted here in riveted attention to the signals, to the code, of a personal biology in crisis. But that biology carries a personal history, a narrative of plans and hopes, of successes, failures, and frustrations. Surely listening to a sick person is as essential to clinical care as listening to the person's sick body.
LISTENING TO THE PATIENT Oliver Sacks, aneurologist, has obserr:d that movements and scenes from a person's experience and history can become embedded, or in the case of post-encephalitic syndromes, can become fixed in a patient's physiology. A "medical history" is not enough: one has to construct a complete human narrative to understand and correctly interpret the syndrome. Dr. Sacks refers to the conviction of A.R. Luria, the Russian neuropsychologist, that "getting an idea of the full richness of a life and the full consciousness of a life was quite necessary if one were to treat any • patient". The physician, in Luria's and Sacks' view, is always at the intersection of biology and biography (2) .
That intersection is the place for the development of what Alvan Feinstein calls an additional basic science for clinical medicine. On the assumption that they simply apply basic science to diseases, clinicians have been employing concepts and methods that are highly suited to the studyof molecules, cells, tissues, and organs. They seek knowledge based upon hard data and, in ignoring soft data, fail to understand patients in their full human particularity.
This separation of hard from soft data derives from a separation of the patient's body from the patient's biography. That separation ... excludes scientific attention to a patient's pain, discomfort, distress, insomnia, anxiety, JOYS, sorrows, and other qualities of life. It excludes all of the distinctly human features that distinguish a person from an animal, a microbial organism, or a chemical. It creates a clinical science based on data that are dehumanized, not because of flaws in the ethics, morals, or communication of clinicians, but because the co~ent human information has been deliberately rejected and placed outside the boundary of science (3).
The compleat physician holds together two seemingly incompatible excellences: sensitivity to signals of the patient's body and receptivity to the messages of a life in crisis .,..,..-at the crossroads or at the terminus of a personal history. Such a physician is as much at home in palliative care as in palliative medicine.
